Background
Workplace health promotion has been defined as the combined efforts of employers, employees and society to improve the health and well-being of time for tasks [6] as well as recovery and work-life balance [7, 8] . Regarding recovery, most studies so far have focused on retrieval of energy outside work settings [9] .
Work can influence employees in both positive and negative ways. For many professional groups work may be associated with adverse effects, such as stress and burn out [10, 11] . The well-being of health care staff is a much discussed subject in many countries. Employees in health service professions are considered to be at high risk of stress-related disorders [12, 13] , and numerous studies of the work environment experience among nursing staff indicate that job stress as well as job turnover and long-term sick leave are common [14, 15] .
Poor psychosocial work conditions have been found in primary health care, and this factor prompted the current study. Investigations of primary health care in many countries have highlighted a high level of stress and high job demands as well as poor mental and physical health for many categories of staff [16, 17] , especially among general practitioners [18, 19, 20] .
The dominant paradigm in work environment research is the biomedical model, with a focus on risk factors and shortcomings. There is still a gap between vision and reality in workplace health promotion, and a difference in approach to work environment research [21] . However, there is research with a more salutogenic approach with focus on positive domains of health [22] . The concept salutogenesis (from lat. salus and genesis; i.e. creating health) sets out from the healthy and from the resources in human beings and environments [23] , which can lead to an improved health. Work-related enhancing resources, such as reflective skills, open-mindedness, comprehensive view, flexibility and reinforcements, have been explored in relation to the salutogenic theory [24] . This type of orientation can be found in a small number of studies in hospital care regarding the work experiences and health of the staff [25] .
Ever since the WHO health promotion conference in Ottawa, Canada, in 1986 [2] , a salutogenic approach has gradually developed. This approach has led to the conclusion that the way we view the world affects our ability to cope with stress and that positive feelings help us cope when we are confronted with negative situations [22] .
There is a general lack of information about salutogenic work factors, that are evident in health care settings and especially in primary health care. The aim of the present study was to explore work-related factors important to health among primary health care employees to increase the knowledge base on how to develop relevant workplace health promotion strategies.
Methods

Setting
While primary health care systems differ in construction depending on where in the world you live, the primary goal is the same; to provide health care to residents on equal terms, regardless of their age, sex, income or education. Primary health care in Sweden -with public and private health care centersoffers tax-funded non-institutional care, and provides citizens with medical treatment, nursing care and rehabilitation services. Various professional teams such as physicians, nurses, psychologists and physiotherapists deliver these services. A cross-sectional, questionnaire study was conducted in public as well as private primary health care centers (PHCCs), in both urban and rural areas. All 26 PHCCs within one health care district in southern Sweden opted to participate.
Respondents
The sample included health care employees from a variety of professional groups: physicians, nurses (registered nurse, assistant nurse), paramedical staff (psychologists, counsellors, occupational therapists, physiotherapists, dieticians), and administrative staff (such as medical secretaries and receptionists). Total N = 599. Staffs on long-term sick leave or maternity leave were excluded, as well as all the managers and owners of the PHCCs.
Questionnaire and procedure
The salutogenic perspective formed the basis for the questionnaire and included: health, psychosocial work environment and experiences, recovery, leadership, social climate, reflection and work-life balance. The questionnaire was based on two previously validated and psychometrically tested instruments, SHIS (Salutogenic Health Indicator Scale) measuring indicators of health, e.g. respondents' feelings and experiences of their physical, mental and social well-being [25] , and WEMS (Work Experience Measurement Scale) [26] .
Five sub-indices of WEMS were used (See Table 1 ). Both instruments were constructed through theoretical analysis of various dimensions of health. Questions on salutogenic work conditions complemented these measures. Apart from a literature review on the relationship between work-related factors and health, these questions were mainly developed through the analyses of five focus group interviews and four individual interviews in seven of the participating PHCCs to secure a high content validity (for results, contact the author). The study can be considered to have high content validity, also due to the evaluation by subject matter experts of whether the questions were essential and useful, i.e. covered all aspects of the theoretical definition of each concept.
For most of the questions, a symmetric Likert-type scale was used, where the respondents specified their level of agreement or disagreement. The statements were positively phrased. The response alternatives ranged from 6 = totally agree to 1 = totally disagree. A semantic differential with six steps was used in two of the question groups. Demographic data were also collected.
A pilot study was conducted to examine the face validity of the instruments, i.e., to determine that the questionnaire covered the concept it purported to measure in a comprehensible way. Different professions in primary health care -from health care centers not participating in the main study -completed the questionnaire, while commenting on the questions and their responses to the questions, a method called cognitive think-aloud interviewing [27] . This resulted in some minor changes to the questionnaire. The final questionnaire was distributed in the autumn of 2013.
One of the authors (L.E.) attended work group meetings in the majority of the centers, and the employees completed the questionnaire on the spot. Absent employees were given the questionnaire and a prepaid reply envelope afterwards by the manager. In the remaining centers, the manager distributed the questionnaires to the employees who then individually and anonymously sent in the questionnaire by mail in the prepaid envelope. A single reminder, rather than a series of personal reminders were sent to all employees to maintain confidentiality.
Analysis
The questions on the Salutogenic Health Indicator Scale (SHIS) formed one single index, and five sub-indices were made from the Work Experience Measurement Scale (WEMS). In addition five more indices were constructed and used in the regression analysis. The subject areas, which are presented in Table 1 , were primarily chosen on empirical grounds, i.e., drawn from the results of the interview study and theoretically based findings in previous research. Due to different numbers of statements in each index, their values have been transformed to obtain the scale 0-100, where 0 is the most negative value and 100 the most positive. The reliability, i.e. the internal consistency, of the indices was calculated with the Cronbach's alpha (CA) coefficient. To be accepted as an index, the CA coefficient had to be higher than 0.70 [28] . All the indices were created based on the logical connection between the different question areas, i.e. each question contained several items in the same field, and these items were included in the index based on an optimization of CA. One single question -on work-life balance -accompanied the indices: "I am satisfied with my life situation with regard to worklife balance". A Likert-type scale where 6 = totally agree and 1 = totally disagree was used.
A multivariable linear regression model was used to determine which variables were associated with SHIS as an indicator of self-rated health. The relationship between the independent variables was analyzed using bivariate correlation ( Table 2 ). The selection of independent variables to be included in the model was based on correlations, r > 0.40, (Pearson) between SHIS and the independent variables. The model was adjusted by sex, age and working time (>80% and ≤80%). To study the impact of different professional groups, four additional regression models were studied. Multi-collinearity of the data was excluded (normal variance inflation factor, VIF) and the residuals were tested and shown to have a normal distribution. A comparison of the impact on SHIS of various levels of recovery outside work (3 groups) and during working hours (3 groups) was tested by one-way ANOVA. In all tests, the significance level was set at 0.05. Statistical analyses were carried out using SPSS 21.0.
Ethics
Prospective participants were given information, either personally and/or through a written information sheet, about the purpose of the study, the confidentiality of their responses.
Participation was voluntary and participants had a right to withdraw from the study at any time. The study was conducted in agreement with the Swedish Law of Research Ethics, SFS 2003 : 460, which is in line with the ethical guidelines of the Helsinki Declaration [29] . The principle of voluntariness was met by the respondents' informed consent to participate in the survey. Precautions were made to ensure the anonymity of participating employees as well as participating PHCCs, and all data was treated confidentially.
Results
The response rate was 84% (n = 501). The majority of the respondents, 86%, were women, the largest occupational group was nursing (46%), and the majority of respondents were between 35-54 years of age (55%) ( Table 3) .
On a scale 0-100 the respondents' mean SHIS value was 66.3 (SD 18.6). There were no significant differences in SHIS scores for sex, age or professional group.
A linear regression model, with the index of SHIS as the dependent variable, showed that recovery had the highest relationship to SHIS (␤ = 0.34). Also, experiencing a work-life balance (␤ = 0.25) and having positive work experiences (␤ = 0.20) were significant predictors of SHIS (Table 4 ). The total model was statistically significant and explained 52.7% of the variance. These three variables recovery, work-life balance and work experiences, were also the most important ones in all four professional groups when specific regression models for each group were used (data not shown).
As recovery was related to SHIS as shown in Table 4 , the SHIS index for various combinations of recovery during working hours and outside work is shown in Table 5 . It is evident that self-rated health (SHIS index) for various combinations of recovery during working hours and outside work was related to higher self-rated health independent of the level of recovery outside work suggesting that not only recovery outside work but also recovery during working hours is related to self-rated health.
Discussion
This salutogenic-oriented study of primary health care employees showed that recovery, work-life balance and work experiences were all independently related to self-rated health as measured by the Salutogenic Health Indicator Scale (SHIS).
Recovery, measured as a combination of recovery during working hours and outside work, had the highest relationship to respondents' perceived health status. Recovery can be defined as a process of psychophysiological unwinding after effort expenditure. Employees with long working hours have been shown to have more need for recovery from work [30] . A recent study showed that need of satisfaction at work was related to a positive recovery state at the end of the workday [31] . It is contended that if recovery during working hours is inadequate, as most often is the case, a need for recovery after work is particularly vital [9] . Health care staff members are confronted with all kinds of strain throughout the workday, including emotional, physical and cognitive demands. Recovery is essential for a healthy and balanced life and for the ability to stay engaged and recharge personal energy resources [32] .
Even though studies have reported a link between recovery and physical and mental conditions, most research has focused on recovery outside work. One study recently described how physical and psychological distance from work and work-related feelings or thoughts is central to the recovery experience [33] . Almost no published studies on recovery during working hours have been reported [34] . However, one study revealed that taking micro-breaks throughout the workday reduced fatigue and increased vitality [35] . Results from a Dutch health care study showed that recovery opportunities (one item on the nine-item scale concerned recovery during working hours), had positive effects on health complaints [36] .
Results of the present study showed that recovery during working hours had a substantial impact on respondents' perceived health. However, more research is needed to explore recovery during working hours and the implication on different kinds of recovery strategies in the workplace.
A significant relationship between work-life balance and health was found in the current study. This result is supported by the conclusion that work-life balance is of major importance when it comes to workforce retention and other work-related factors in health care settings [37] . For example, in that study [37] nurses and midwifes reported high demands in relation to rewards as well as significant lower quality of life compared to a standard population. The dialectic relationship between working life and private life has been described [4] , and the participating nurses highlighted the fact that a good day at work made them better prepared to handle different situations in their private life, and vice versa. Similar results were shown in a study of physicians, where a significant relationship between work, family conflict and job stress, as well as perceived job demands, was found [38] . In line with Kroth et al. [39] , one conclusion is that it is essential for managers to support a work-life balance among the employees to create healthy work environments in a health care organization.
In the current study, the third significant variable connected to self-rated health was work experiences. For example, to be able to come to work with joy and to experience work as meaningful and challenging. An essential factor when creating a healthy work environment was that the manager made sure that the employees enjoy their work in a pleasant (fun) atmosphere [39] . Experiencing work as challenging and stimulating was directly related to employee health status in the present study. This is in line with previous studies concerning job satisfaction, motivation and positive reinforcement [15, 40] . A good work environment has positive effects on the individual, their feelings about being useful, competent and enthusiastic about their work is crucial to retention.
Work should be seen as the positive resource it can be, as work is closely associated with the individual´s health. A healthy workplace is essential to gaining the most energy from employees [39] . These findings correspond well with the verified relationship between health promotion and well-being, which several literature reviews have brought to light [41, 42] . Apart from the current study in primary health care, studies in hospitals have shown that health care settings contain many positive characteristics, Table 4 Results from a multivariable linear regression model with the SHIS index as the dependent variable.
Adjusted -(n = 0) -(n = 1) 43.6 (9.7) (n = 35) na a For the statements I feel I get time for recovery during working hours and I feel I get time for recovery outside work, respectively, three groups where made from the response alternatives ranging from totally agree (6) to totally disagree (1): group 5-6 (highest), group 3-4 and group 1-2 (lowest). b One-way ANOVA to test the hypothesis of a relationship between SHIS and recovery during working hours in groups with different report of recovery outside work.
for example to experience meaningfulness, autonomy and social support at work [26] . These factors are essential to future work towards good health for all employees.
One strength of the present study is the high participation rate, which is essential for drawing valid conclusions. A number of steps were taken to increase intrinsic motivation among the potential participants. Lately, it has been considered important to include motivation theories in survey research [43] . All comprising efforts in the implementation of the study, the salutogenic perspective of the survey, and the promise to each PHCC that the results of therespective PHCC would be reported back as a foundation for subsequent interventional efforts at the health care center, were all motivational. Since the response rate was 84 percent, the potential dropout effects on the findings are considered small.
Another strength is the high validity. Two validated instruments were used, SHIS [25] and WEMS [26] which were complemented by questions developed in a procedure from individual and focus group interviews via an expert panel to a pilot study to ensure high content and face validity. All indices used had high reliability in terms of their internal consistency. Apart from the high response rate and the high validity, the representative selection of primary health care centers and their employees contributed to reduce selection bias.
Finally, a strong factor was the level of SHIS (mean 66.3). This was similar to what has previously been reported for hospital employees [25] . This suggests that the sample in the current study is highly representative of the working experience of health care professionals.
In every work-related study, the effect of selection bias must be kept in mind [44] . As an individual must be relatively healthy to be employable, the employees in any work force are supposedly healthier than the general population. The interpretation of the results should include these considerations. Results were obtained from self-report which may introduce some information bias; on the other hand, the short recall time in the questionnaire may reduce the bias. Social desirability in responding may introduce some bias as well.
We chose to study self-rated health in relation to work environment and the employees´own experiences related to work. Confounders like sex, age and working time were adjusted for, but other factors such as life-style, household composition and ongoing morbidity were not considered, which can be seen as a limitation. Another limitation is the cross-sectional design of the study, which precludes drawing any causal conclusions. On the other hand, being one of the first studies ever in primary health care focusing on work experiences and health from a salutogenic perspective, it is possible to draw important conclusions regarding the relationship between health and work experiences, even if causality could not be confirmed.
Conclusion
To the best of our knowledge there are few published studies on salutogenic work factors, underlining the importance of researching this area. There were three areas of special importance to employee health, to which the management and the employees should pay close attention: recovery, work-life balance and work experiences. It appears that recovery during working hours is of great value in relation to high self-rated health, regardless of recovery outside work. These findings could form the basis for further study into how to use a salutogenic approach when developing workplace health promotion in other workplace contexts. However, more research is needed to explore different recovery strategies in the workplace.
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